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Smallpox Vaccine 


These revised AC/P recommendetions on smallpox vaccine update the previous recommen- 
dations (MMWR 1980;29:41 7-20) to include current information on the changes in the In- 
ternational Health Regulations and the ending of distribution of smallpox vaccine to civilians. 
The basic recommendation is unchanged— smallpox vaccine is only indicated for civilians who 
are laboratory workers occupationally exposed to smallpox or other closely related orthopox 
viruses. 

SMALLPOX VACCINE 


Smalipox vaccine (vaccinia virus) is a highly effective immunizing agent against smallpox. 
The judicious use of smallpox vaccine has eradicated smallpox. At the World Health Assembly 
in May 1980, the World Health Organization (WHO) declared the world free of smallpox (7-4). 
Smallpox vaccination of civilians is now indicated on/y for laboratory workers directly involved 
with smallpox (variola virus) or closely related orthopox viruses (e.g., monkeypox, vaccinia, and 
others). 

SURVEILLANCE OF SUSPECTED CASES OF SMALLPOX 

There is no evidence of smallpox transmission anywhere in the world. WHO has coordina- 
ted the investigation of 173 rumors of smallpox between 1979 and 1984 (5-7). All have 
been diseases other than smallpox, most commonly chickenpox or other rash illnesses. Even 
sO, a suspected case of smallpox is a public health emergency and must be promptly inves- 
tigated. Assistance in the clinical evaluation, collection of laboratory specimens, and prelimi- 
nary laboratory diagnosis is available from state health departments and CDC (telephone: 
(404) 329-3145 during the day and (404) 329-2888 outside usual working hours). 

MISUSE OF SMALLPOX VACCINE 

There is no evidence that smallpox vaccination has any value in the treatment or prevention 
of recurrent herpes simplex infection, warts, or any disease other than those caused by ortho- 
pox viruses (8). Misuse of smallpox vaccine to treat herpes infections has been associated 
with severe complications (9-77). Smallpox vaccine should never be used therapeutically. 
SMALLPOX VACCINATION NOT REQUIRED FOR INTERNATIONAL TRAVEL 

Smallpox vaccination is no longer required for international travel. In January 1982, the In- 
ternational Health Regulations were changed deleting smalipox from the Regulations (72). 
The International Certificates of Vaccination no longer include a smalipox vaccination 
certificate. 

SMALLPOX VACCINE NO LONGER AVAILABLE FOR CIVILIANS 

In May 1983, the only active, licensed producer of smallpox vaccine in the United States 
discontinued distribution of smallpox vaccine to civilians (73). As a result, smallpox vaccine is 
no longer available to civilians. 
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SMALLPOX VACCINE AVAILABLE TO PROTECT AT-RISK LABORATORY WORKERS 

CDC provides smalipox vaccine to protect laboratory workers occupationally exposed to 
smallpox virus and other closely related orthopox viruses (74). Vaccine will be provided only 
for the protection of personnel of such laboratories. The vaccine should be administered to 
eligible employees under the supervision of a physician selected by the laboratory. Vaccine 
will be shipped to physicians responsible for vaccinating at-risk workers. Requests for vaccine 
should be sent to: 

Drug Immunobiologic and Vaccine Service 
Center for infectious Diseases 
Building 1, Room 1259 
Centers for Disease Control 
Atlanta, Georgia 30333 
(404) 329-3356 
SMALLPOX VACCINATION OF MILITARY PERSONNEL 

U.S. military personnel are routinely vaccinated against smallpox. 
CONSULTATION FOR COMPLICATIONS OF SMALLPOX VACCINATION 

CDC can assist physicians in the diagnosis and management of patients with suspected 
complications of smalipox vaccination. Vaccinia immune globulin (VIG) is available when in- 
dicated. Physicians should call (404) 329-3145 during the day and (404) 329-2888 eve- 
nings and weekends. 

The majority of persons with such complications are likely to be recently vaccinated mili- 
tary personnel or their contacts infected through person-to-person spread of vaccinia virus 
(75-17). Such person-to-person spread can be extremely serious if the person infected has 
eczema or is immunocompromised. 

Health-care workers are requested to report complications of smallpox vaccination to 
CDC through state and local health departments. 
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Investigation of a Smalipox Rumor — Mexico 


On August 13, 1984, CDC was notified by the Infectious Disease Section, California 
Department of Health Services, of a possible smalipox case. The Contra Costa County (Cali- 
fornia) Health Department had received the report from a participant in a multinational seminar 
in Ixtapa, Mexico. On August 10, the last day of the seminar, the course’s organizers had 
recommended that the 250 attendees consult their physicians on their return home, because 
a course participant had been diagnosed by a hotel doctor as having smallpox. 

A seminar staff person told CDC she had understood the hotel doctor to say that, on 
August 9, he had diagnosed smallpox, and on August 10, he had clarified his diagnosis to 
“little pox,” a form of chickenpox intermediate in severity between chickenpox and smallpox 
and not found in the United States. CDC alerted officials at the Pan American Health Organiza- 
tion (PAHO) headquarters in Washington, D.C. PAHO staff and Mexican health authorities in- 
vestigated the rumor and determined that the hotel doctor reported he had told the seminar 
organizers that he had diagnosed varicella. Apparently, there was confusion in the use of 
Spanish terms for chickenpox and smallpox. 

The patient, a woman from England, had traveled to Mexico on a flight from London via 
Los Angeles. Within a few days of arrival, she developed a severe clinical illness with high 
fever, prostration, and a vesiculo-pustular skin rash. When seen by health officials on August 
15, she had recovered, and only scabbed skin lesions remained. A report received by PAHO 
from Mexican authorities confirmed the diagnosis of chickenpox (varicella) by electron mi- 
croscopic examination of scabs. PAHO reported to the World Health Organization (WHO), 
Geneva, Switzerland, that the illness rumored to be smallpox was chickenpox. 


Adapted from California Morbidity (August 31, 1984) as reported by B Benda, F Wise, Contra Costa 
County Health Dept, R Roberto, MD, J Chin, MD, State Epidemiologist, California Dept of Health Svcs; 
Pan American Health Organization, Washington, D.C.; international Health Program Office, CDC. 


Editorial Note: In 1980, the World Health Assembly (resolution WHA33.4) endorsed the 
recommendation of the Global Commission for the Certification of Smalipox Eradication, 
which states: “In order to maintain public confidence in the fact of global eradication, it is im- 
portant that rumors of suspected smallpox, which can be expected to occur in many coun- 
tries, should be thoroughly investigated. Information should be provided to WHO, if requested, 
so that it can be made available to the world community.” 

Between 1979 and 1984, 179 reports of suspected smallpox cases were received by 
WHO (7,2). All these rumors were investigated and found not to be smallpox. The time re- 
quired for national health authorities to investigate the cases varied considerably, partly in re- 
lation to the apparent seriousness of the rumors. For example, a report from Kenya caused 
some public concern because the patient, who died 3 days after developing a rash, kd been 
a variolator who used material from smallpox patients to immunize others when smallpox 
was endemic in Kenya. Prompt investigation and laboratory analysis of specimens collected 
by Kenyan health officials proved within a week he had chickenpox. A report from sub- 
Saharan Africa required 9 months of investigation to establish that rumors of smallpox in 
several countries were false. 

The smallpox rumor in Mexico illustrates how rumors can be generated and rapidly spread 
internationally. Because this case involved a pustular rash illness associated with high fever 
apparently diagnosed as smalipox by a physician, it was more compelling than other rumors 
of second- or third-hand stories of reported smallpox cases. Prompt reporting, investigation, 
and diagnosis of all smallpox rumors are essential to maintain confidence in global eradication. 
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Legionellosis — Staffordshire, England, and Wayne County, Michigan 


The largest reported outbreak of legionellosis outside the United States occurred during 
April and early May 1985 in Staffordshire, England. During this period, 158 persons were hos- 
pitalized with acute respiratory infections; 36 (23%) of these cases have been fatal. To date, 
60 patients have laboratory evidence of legionellosis, including 11 of the fatal cases. Patients 
are predominantly elderly, and most reside within an 8-10 mile area. The only common expo- 
sure noted among the 50 confirmed cases was a visit to the Outpatient Department (OPD) at 
the Stafford District General Hospital. A case-control study to confirm this association and to 


(Continued on page 349) 





TABLE |. Summary— cases of specified notifiable diseases, United States 





23rd Week Ending Cumulative, 23rd Week Ending 
Disease | June 9. Median June 8. | June 9 Median 





1984 1980-1984 1985 1984 1980-1984 








Acquired im defi y Synd (AIDS) 67 3,080 1.666 

Aseptic meningitis 131 1.658 1.796 

Encephalitis: Primary (arthropod-borne 
& ) 





Post-infectious 


Meningococcal infections: Total 
Civihan 
Mulitary 

Mumps 

Pertussis 

Rubella (German -neasies) 

Syphilis (Primary & Secondary): Civilian 

Miltary 

Toxic Shock syndrome 

Tuberculosis 

Tularerma 

Typhoid fever 

Typhus fever, tick-borne (RMSF) 29 52 

Rabies, arwmai 92 123 123 2.216 








TABLE Ii. Notifiable diseases of low frequency, United States 
Cum. 1985 


Anthrax - Leptospirosis (Mass. 1) 
Botulism. Foodborne 3 Plague 
infant (Calif. 2) 20 Poliomyelitis Total 
Other - Paralytic 
Brucellosis tlowa 1,S.Dak.1.S.C. 1) 48 Psittacosis (Oreg 1. Calif. 1) 
Cholera - Rabies, human 
Congenital rubetia syndrome - Tetanus (Fia. 1. Tex. 1) 
Congenital syphilis, ages < 1 year 74 Trichinosis (Colo. 1, Alaska 1) 
Diphthena 1 Typhus fever, flea-borne (endemic, murine) (Hawaii 1) 




















“There were no cases of internationally imported measies reported for this week 
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TABLE I1!. Cases of s, acified notifiable diseases, United States, weeks ending 
June 8, 1985 and June 9, 1984 (23rd Week) 


Aseptic Encephalitis see Hepatitis (Viral), by type 
Menin- -in- on |\Unspeci 
pits Primary : (Civilian) B NA.NB fied 
Cum. | Cum 4 4 1985 | 1985 














Reporting Area 












































UNITED STATES 388 347,800 349,389 49 123 
1 - 10,441 10,068 1 4 
90 . . 


3 - 214 


MID ATLANTIC 
Upstate N.Y. 
N.Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 

ind 

ww 

Mich 

Wis 


W.N. CENTRAL 


W.S. CENTRAL 
Ark 


La 
Okla 
Tex 


MOUNTAIN 


Mont 
idaho 


Pac. Trust Terr. 





N Not notifiable U: Unavailable 
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TABLE 111. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
June 8, 1985 and June 9, 1984 (23rd Week) 





Measies (Rubeola) 





indygenous imported * 


Total 


Mumps 


Pertussis 


Rubella 





Cum 
1985 











1905 


1985 | Ses 





Cum 








Cum 
1908 | 1985 





Cum 
1905] 1985 } 


Cum 
1984 


Cum 
1984 





1985 | = | 





UNITED STATES 45 979 1 319 


NEW ENGLAND 1 16 85 
Maine - - 
NH 

vt 

Mass 

Ri 

Conn 


MID ATLANTIC 
Upstate N.Y 
NY. City 

NJ 

Pa 


EN. CENTRAL 
Ohio 


ind 
a 
Mich 
Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Dei 


Ma 
d.c 
Va 
W.Va 
NC 
s.c 
Ga 
Fla 


ES. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

le 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 


Anz 
Uteh 
Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawan 


Guam U 
PR : 
vi U 
Pac. Trust Terr. U 


61 1,749 


1 
1 


897 


1 


12 256 


1 





“For measies only, imported cases includes both out-of-state and international mportations. 


N Not notifiable U Unavadabie * international 


Out-of-state 
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TABLE III. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
June 8, 1985 and June 9, 1984 (23rd Week) 





Toxic- iTyphus F 

Syphilis (Civilian) tr ‘ Tula- Typhoid “tb Rabies. 
Primary & Secondyry) ~~ —_ Bs remia Fever ——_ ’ Animal 
Cum Cum ‘ 

1985 | 1984 1985 1985 


Reporting Area 


























Cum Cum Cum Cum Cum Cum 
1984 1985 1985 1985 1985 





UNITEDSTATES 10.899 12,198 6 8,740 9,143 46 120 142 2.216 


NEW ENGLAND 236 247 1 293 - 6 1 8 
7 2 21 - - 
5 2 - 

1 


MID ATLANTIC 
Upstate N.Y 
NY. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 


MOUNTAIN 
jlont 

idaho 

Wyo 

Colo 

N Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wasn 
Orec 
Calif 
Alaska 
Hawai 


Vi 
Pac. Trust Terr. 





U Unavailable 
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TABLE IV. Deaths in 121 U.S. cities," week ending 


June 8, 1985 (23rd Week) 





All Causes. By Age (Years) 





Reporting Area 
45-64 














25-44 


All Causes. By Age (Years) 





Par’ 
Tote! Reporting Area all 


Ages 




















1-24 




















NEW ENGLAND 676 


“PW-WNN OVD 


Providence. R! 
Somerville, Mass 
Spningfeid. Mass 
Waterbury. Conn 37 
Worcester. Mass 66 


Jersey City, NJ 
NY. City, N.Y. 


rm) 
, @$S-$C @WNNSNKEN NON, 


Schenectady. N Y 
Scranton, Pa.t 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y 
Yonkers, NY. 


E.N CENTRAL 
Akron, Ohio 
Canton, Oo 
Chicago, m1 § 
Cincinnati. Oto 
Cleveland. Ohio 
Columbus, Ohio 
Dayton. Omo 
Detron. Mich 
Evansville, ind 
Fort Wayne. ind 
Gary, ind 

Grand Rapids, Mich 


2.285 


Pe O-wWwwouwe 


Youngstown, Oho 


WN. CENTRAL 
Des Momes. lowe 
Duluth, Minn 
Kansas City. Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis. Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


On wew, 


ww-O8 &WN 


S. ATLANTIC 
Atlanta. Ga 157 
Battmore. Md 141 
Charlotte, N.C 66 


1,230 


(oO, OD WN, eo: 


WS. CENTRAL 
Austin, Tex 
Baton Rouge. La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Fort Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antomo. Tex 
Shreveport. La 
Tulsa, Okla 


ee NWK KN, NEN, 


3 
8 
1 
1 
1 
1 
2 
6 
3 
2 
2 


we, 


8 


MOUNTAIN 

. N Mex 
Colo. Springs, Colo 
Denver, Colo 
Las Vegas. Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 
Salt Lake City, Utah 
Tucson, Ariz 


1) =F OOQonee 


1 eoe, 


NN 
“Pe NNEDWODH-—WO-VOTOw 


Portland, Oreg 
Sacramento. Calif 
San Diego. Calif 
San Francisco, Calif 
San Jose, Calif 
Seattle. Wash 
Spokane. Wash 
Tacoma, Wash 


w 


-“NWVTNOO--—@W 


TOTAL 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most ot which have populations of 100.000 or 
more A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 


** Pneumonia and influenza 
t 

counts will be avaiable in 4 to 6 weeks 
tt Total includes unknown 


§ Data not available Figures are estimates based on average of past 4 weeks 


Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week Compiete 
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define specific exposures within the OPD is under way. Most visits to the OPD occurred in the 
week following Easter vacation. The OPD was not open during the vacation period, and the 
water supply was not circulating at that time. Samples from the potable water system have 
been negative for Legionella to date. There is also a cooling tower from the air conditioning 
system in the vicinity of the OPD, and L. pneumophila serogroup 1 has been isolated from 
water samples. The cooling tower and the potable water system have been chlorinated, and 
the potable hot water system temperature has also been increased. No further cases have 
occurred. 

An outbreak of legionellosis also occurred in Michigan during early May. Fourteen cases of 
pneumonia with high fever have been identified in the approximately 380 persons who at- 
tended a church banquet at a hotel on April 27; three (21%) of these cases have been fatal. 
To date, seven cases have laboratory evidence of legionellosis, including all the fatal cases. 
No common exposures other than attending the banquet have been identified. Samples of the 
hotel’s potable water, a nearby swimming pool and whirlpool, and the 12 functioning heat 
and ventilation air conditioning units have been obtained. Washings obtained from the exter- 
nal surface of the cooling coils of both air conditioning units supplying the banquet hall have 
grown L. pneumophila serogroup 1. Passive surveillance of the over 800 persons attending 
12 other banquets held at the hotel between April 25 and May 10 has identified only one sus- 
pected case with pneumonia. No recent cases have been identified. 

Reported by The Communicable Disease Surveillance Center, London, England; KA Tait, MPH, DW Law- 
renchuk, MD, V Vangieson, DVM, Wayne County Health Dept, Michigan, WN Hall, MD, KR Wilcox, Jr, 
MD, Michigan Department of Public Health; Respiratory and Special Pathogens Epidemiology Br, Div of 
Bacterial Diseases, Center for infectious Diseases, CDC. 

Editorial Note: Legionnaires’ disease occurs in epidemic and sporadic forms. Sporadic cases 
outnumber the epidemic cases; an estimated 25,000-50,000 cases of sporadic legionellosis 
occur in the United States each year (7). Despite this, the occurrence of large outbreaks, such 
as that in Staffordshire, underlines the continuing public health hazard of epidemic legionello- 
sis. During outbreaks, attack rates tend to be highest in specific high-risk groups, including 
the elderly, smokers, and immunocompromised persons. 

Epidemic legionellosis usually results from exposure of susceptible individuals to an aerosol 
generated by an environmental source of water contaminated with Legionelia. in previous out- 
breaks, disease has been associated with exposure to evaporative condensers, cooling 
towers, showers, whirlpools, and respiratory therapy equipment (2-6). A specific source has 
not yet been epidemiologically implicated in either of these recent outbreaks. Recovery of 
Legionella from an environmental site does not by itself constitute proof of the source of the 
outbreak because Legionella is frequently isolated from water sources unrelated to outbreaks 
of human disease. Additional efforts must be made to find an association between exposure 
to a given potential source of the organism and occurrence of the disease, including appropri- 
ate epidemiologic studies, specific sub-typing of Legionella isolates, and identification of a 
mechanism of aerosol generation that could allow transmission to occur (7). Further epide- 
miologic and laboratory investigation of potential environmental sources is currently under 
way in both outbreaks. 

Routine testing of potable water systems or cooling towers for L. pneumophila is of ques- 
tionable value and, therefore, has not been recommended, since the organism is ubiquitous, 
and the significance of a positive culture in the absence of associated illness cannot be 
defined. In addition, routine decontamination of potable water systems or cooling towers spe- 
cifically directed at Legionella is not without hazard. Routine treatment with biocides active 
against Legionella does not necessarily eradicate the organism (8). Studies are under way to 
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determine the settings in which Legione/la causes human disease and to evaluate effective 
control measures. 
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Observations of Reproductive Functions 
among Workers in an Oil Refinery — Louisiana 


in 1981, male employees in the wastewater treatment plant of an oil refinery in Louisiana 
expressed concern about an apparent excessive rate of spontaneous aboriions among their 
wives. By means of a questionnaire, consultants to the company studied the results of preg- 
nancies among wives of the male workers (7). The reported rate (17%) of spontaneous abor- 
tions during the period the husbands were employed at the plant (from 1976, when the plant 
opened, to 1981) was over twice the rate (8%) for the period before the husbands began 
working at the plant (1934-1976) (p = 0.07). 

Because of methodologic limitations of the study and continuing concern among the work- 
ers, union representatives of workers at the plant requested an investigation by the National 
Institute for Occupational Safety and Health (NIOSH). In 1982, NIOSH investigators conducted 
@ cross-sectional evaluation of male reproductive functions among the workers. Observations 
of sperm morphology and tests for sperm concentration were made on the semen of 42 of 
the 62 male employees in the plant who had not had vasectomies or other known causes of 
infertility (2,3). For comparison, 74 persons working in other areas of the refinery or in admin- 
istrative positions not at the same site were similarly examined. 

Adjusting the data for differing periods of sexual abstinence, the mean sperm concentra- 
tions for the control group (79.9 million spermatozoa/cc of semen) did not differ significantly 
from that (68.2 million/cc) of the workers at the wastewater treatment plant (p = 0.16). The 
observed proportions of sperm with abnormal morphology for the test group (49%) and the 
comparison group (45%) were also similar. 

Using a stepwise regression model, investigators also explored the relationship between 
sperm concentration and the number of hours worked in the plant during the previous 6 
months. The duration of sexual abstinence before sample collection was most closely cor- 
related with sperm concentration, while the number of hours worked correlated poorly with 
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sperm concentration (p = 0.22). Sperm concentration was not significantly correlated with 
age, history of urologic abnormality, recent fever or illness, smoking, use of alcohol, marijuana, 
and other drugs, or frequent sauna or baths. Moreover, none of these factors was significantly 
associated with observed abnormalities in sperm morphology. 

Reported by Reproductive Health Activity. Industrywide Studies Br, Hazard Evaluations and Technical 
Assistance Br, Div of Surveillance, Hazard Evaluations, and Field Studies, National Institute for Occupa- 
tional Safety and Health, CDC. 

Editorial Note: Since azoospermia (absence of motile spermatozoa in the semen) and oligo- 
spermia (deficiency of spermatozoa in the semen) were noted in 1977 among ~hemical work- 
ers exposed to dibromochloropropane (DBCP), the effect of occupational exposures on 
semen has received increasing attention as an index of occupationally impaired reproductive 
function. The degree of reproductive risk that may be inferred from observed changes in 
sperm involves several links. First, recent evidence from human studies confirms earlier results 
from animal studies that certain exposures of males can increase the chance of spontaneous 
abortion in their mates, independent of female reproductive factors (4). Secund, increases in 
abnormally shaped spermatozoa and decreases in the concentration of spermatozoa in the 
semen have been associated with infertility (5,6) and, to some extent, with a greater frequen- 
cy of spontaneous fetal loss in the mates (7,8). Finally, research in animals and humans sug- 
gests that the concentration and morphology of spermatozoa may be sensitive indicators of 
impaired spermatogenesis and testicular function (9). 

The findings presented here indicate a lack of effect of occupational exposures on the con- 
centration and morphology of spermatozoa among workers at the time of study. Several fac- 
tors must be considered in viewing these results in light of those of the earlier questionnaire 
survey. A comparison of rates of spontaneous abortion fc: 1976-1981 with those in 
1934-1976 may involve a recall bias that could reduce the reliability of the findings. In addi- 
tion, the questionnaire survey involved a small population with a necessarily small expectation 
of spontaneous abortions, which increases the possible influence of random fluctuations in a 
biologic event. 

If, however, it is assumed that the results of the questionnaire accurately reflected the situ- 
ation at that time, there are scientifically credible explanations for an observed increase in the 
rate of spontaneous abortions, such as: (1) genetic defects may have been present in the 
spermatozoa of some workers, leading to fertilizations by abnormal spermatozoa and subse- 
quent fetal loss; (2) a significant toxic exposure may have been present in the past, but the ef- 
fects were not detectable during the period of the NIOSH study; (3) spermatic abnormalities 
capable of producing fetal loss may have been present but not detectable by the methods 
used by NIOSH; and (4) embryotoxic substances on fomites, such as contaminated clothing 
or skin of the workers, may have been transmitted to the wives and led to fetal loss after 
normal fertilization. 
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Reported Measles Cases — United States, Past 4 Weeks 


The following states have reported measles during the past 4 weeks: Arizona, California, 
Colorado, Connecticut, Hawaii, idaho, Louisiana, Maryland, Massachusetts, Minnesota, Mis- 
sissippi, Montana, New Jersey, upstate New York, North Carolina, Pennsylvania, Texas, Virgi- 
nia, and West Virginia; New York City has also reported measles. 
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